Objective -To develop and pilot a method for conducting an audit of deaths in general practice by the critical incident technique.
Introduction
The analysis of a significant event, such as a patient's death, is a useful approach to medical audit.' Using death as a starting point for auditing patient care has the advantage that it is a universally applicable event that does not require a sophisticated clinical definition. Although a death is a traumatic event for surviving carers and relatives it may also create an opportunity for health workers to reflect on the quality of care provided. Finally, the audit of a death (whether in hospital or in the community) permits a team approach because many members of a team may have played a part in care, particularly of a terminally ill patient.
Among the established, and by acknowledgement, effective, forms of medical audit in the United Kingdom are the confidential inquiries into mortality in the hospital sector.2 3 These are anonymous inquiries judged by external assessors, usually by applying preset criteria. Confidential inquiries have also been proposed as a method for auditing deaths in general practice.'
The analysis of problem cases is a popular educational tool in general practice training, and, more informally, primary health care workers tend to analyse significant events such as deaths by relating anecdotes, often in great detail. This tradition of formal and informal case analysis entailing an examination of facts by those who have been involved in providing care is an unstructured form of internal inquiry. However, this does not in itself constitute audit, a point made by the Standing Medical Advisory Committee in its report on audit and quality, in respect of the traditional "interesting case" approach to clinical meetings. Eight cases were studied over four months: four were chosen by the practice (cases which had caused concern -for example, a premature death) and four were picked at random by AB from a total of 24 deaths which occurred during the four months. The medical records of the deceased patients were circulated in advance to those attending the meetings with a brief written summary which included medical and social history; date, place, and cause of death; and health care contacts, investigations, and treatment during the last illness. This allowed participants time to consider the implications of the events being studied.
At the beginning of each meeting the purpose and rules of the discussion were explained. Negative criticism and self criticism were discouraged. The doctor or the nurse who had been most involved gave, firstly, his or her own summary of relevant events underlining "good" incidents; then a summary of those events causing concern; and, finally, recommendations for further action. 
Results

CRITICAL INCIDENTS
The eight cases generated 57 incidents (mean 7d1 per case, range 2 to 15). Ideally, collection of data should have continued until no new categories were generated'2; with our small number of cases the coding was not complete. None the less, the incidents formed natural clusters. A failure of communication was the most common factor identified in incidents giving rise to concern. Other factors included failure of follow up (for example, after an x ray examination had been requested) and inadequate clinical knowledge and inadequate preventive activities (for example, taking blood pressure and giving antismoking advice). Positive factors included honouring carers' wishes for the patient to die at home and visiting a dying patient in hospital. Table 1 shows two initial categories and associated subcategories of factors causing concern.
EVALUATION OF IMPACT ON PRACTICE
Several changes were introduced in the practice in the nine months after the pilot study, which included introducing a checklist to ensure all necessary administrative tasks were performed after a patient's death and including all recent deaths and terminally ill 20 The key differences between the critical incident technique and the existing model of confidential inquiry are that the critical incident technique is internal audit (by the team, of the team); criteria are not preset but are implicit to each case; feedback is immediate; and specific evaluation of impact on individuals may be possible. Most importantly, we have found that change has resulted from setting standards during the case analysis, although whether these changes are maintained in the long term will require further study.
The method has certain limiting factors. Some primary care teams may not be comfortable with the emotional content which accompanies the frank discussion of events around death. For example, one of the cases discussed in the pilot study involved a man who died from a cerebral tumour in his early 40s. The discussion highlighted the unresolved grief of one of the nurses who had looked after him, which could have caused feelings of discomfort. The discussions are also time consuming and may place considerable demands on both group skills and the skills of inductive reasoning of team members.2' In this respect, a facilitator may be more or less crucial, depending on the skills of the team. Mechanisms are also needed to ensure that adequate information about the deaths of all patients is readily available to primary health care teams.22 Finally, discussions must be kept strictly confidential and written details must be anonymised.
The search for avoidable factors in individual deaths has been described as "perhaps the most stringent form of self criticism to any clinical team." 23 We would add that analysing individual deaths can disclose important areas where the process of care can be improved even when the outcome (death) is not amenable to intervention by health care professionals.
We believe that the critical incident technique fulfils the needs of a method for audit of deaths in general practice. We are now proceeding to the main study to evaluate the method in terms of selection of cases, changes in policy, organisation, professional practice, and the role of the facilitator.
